and spinal cord. The government also wants to stop paying doctors for interpreting routine electrocardiograms, arguing that paying for an office visit and for taking the tracing should suffice. But it will pay more for primary care office visits, a move interpreted by some as intended to split the unity of the medical profession and portending even more cuts.
Yet a recent series inJAMA suggests that cuts don't always hurt. In a four year evaluation of the diagnosis based prospective payment system to hospitals, California investigators studied the outcome of heart failure, myocardial infarction, stroke, pneumonia, and hip fracture. Comparing what was done in 1981 and in 1986, they concluded that care from doctors and nurses was better and that mortality decreased somewhat. This occurred despite a shortening of the mean hospital stay from 10 to 8 5 days, and even though-in keeping with declining admission rates and increased emphasis on outpatient care-the patients, especially those with pneumonia, were sicker in the later period. An increased tendency to send patients home in an unstable condition was taken as indicating a need for better home and nursing home follow up care.
Needless to say, the health administrators were encouraged by these findings and also by a Michigan study showing that shortening the stay of patients with fractured hips by 24-35% did not increase mortality. More devastating to the public image, however, is a clause in the new budget that no longer allows Mary Doe to deduct the cost of cosmetic surgery from her income taxes. Various procedures costing $2000-5000 will become non-deductible unless done for a specific medical indication. Eyelid surgery would qualify only if done for obstructed vision, nose reshaping only for breathing problems, breast reduction to alleviate back problems, and face lift to restore lost function after a stroke. Liposuction, removing baggy eyelids or crow's feet, and breast enlargement will mostly be non-deductible, being regarded as luxury items. Mobility allowance is one of the most important social security benefits available to help those with mobility difficulties. Like many other benefits, it is also widely misunderstood. The benefit is not restricted to those in wheel chairs or to those who cannot walk at all. It is, however, often a difficult benefit to succeed in claiming, and doctors have a valuable part to play in providing supporting evidence for patients who may have been turned down at the first stage.
Mobility allowance was introduced in the mid-1970s to provide help for people who, through physical disablement, had considerable mobility difficulties. It is currently worth £26.25 a week, is not means tested, and is not based on any National Insurance contributions. Although it was originally available only to younger people, it can now be claimed by anyone aged from 5 to 65 and is currently being received by 556 000 people. It is not normally possible to put in a new claim after the patient's 65th birthday, but if the person qualified for the allowance before reaching 65 then a claim may be made at any time before the 66th birthday. Once a patient is receiving the mobility allowance it can continue until the age of 80 provided that he or she still satisfies the other conditions.
A bill currently before parliament, if passed, will introduce a new benefit-the disability living allowance, combining the existing mobility and attendance allowances. The mobility component of this new benefit will be paid at two levels: a higher rate corresponding to the present mobility allowance and a lower rate of £10 a week for people who can walk but require guidance or supervision from another person most of the time.
Main conditions
To qualify for mobility allowance claimants have to satisfy one of four main criteria. Owing to physical disablement (a) they cannot walk, or (b) Physical disablement-The cause of the patient's incapacity to walk must be physical rather than psychological. Those with agoraphobia, for example, do not qualify. In the case of mentally handicapped people with behavioural problems it is necessary to prove that their refusal to walk (or whatever the problem is) is due to a physical condition, such as Down's syndrome, rather than conscious choice.
Unable to walk-Ability to walk is considered taking into account any artificial aids the patient normally uses or could use. Therefore patients with amputated legs do not necessarily qualify as they may be able to walk adequately with artificial limbs. The test is an objective one and takes no account of such things as where patients live, whether they have to get up stairs or hills, or how far they live from shops or work.
Virtually unable to walk-This is judged in relation
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to the patient's ability to walk outside, although the test is often carried out inside. Problems of balance on uneven pavements or roads, perhaps with wind and other noise, which can be relevant, might be missed in a test carried out in a sheltered, even corridor. The test also has to take into account the distance, speed, and manner of the patient's walking without severe discomfort. Distance-There is no set distance that decides whether someone is virtually unable to walk. Different medical authorities have accepted claims from people able to walk anything from under 45 m to 275 m or more. One relevant issue is how long it takes the patient to recover after walking the distance. The decision should be based on the patient's usual ability, rather than how he or she performs on an exceptionally good day. Here supporting evidence from the general practitioner, based on long term knowledge of the patient's condition, can be vital.
Manner of walking-People who stumble or sway when they walk outside or need support from someone else may qualify. As these characteristics may not be observed in a short examination it is important for the patient, and anyone writing supporting evidence, to make them clear. The exertion required to walk would constitute a danger-This could apply to patients with serious heart conditions or any other condition that might be aggravated or brought on by the exertion of walking. It is enough that the exertion would lead to a "serious deterioration in health": it does not have to be a permanent deterioration. This has been relied on by patients with severe myalgic encephalomyelitis or liable to severe asthmatic attacks, in whom overexertion could lead to a severe attack or relapse.
Deaf and blind-Since April 1990 people who are both deaf and blind and, as a result, are unable to walk to any intended destination out of doors without the help of another person have been eligible for the allowance. To qualify patients have to be 100% blind and 80% deaf. This test has been explained in the official guidelines as meaning that patients cannot (a) count fingers at a distance beyond 0-3 m and (b) understand a simple instruction shouted from 1 m, such as "Lift your arm."
Whichever condition patients satisfy they also have to be likely to continue to satisfy it for at least 12 months and to be able to "benefit from facilities for enhanced locomotion." It does not matter whether patients are living in hospital, residential care, or the community provided that they can still benefit from a trip out, even if they would have to be carried or wheeled to the car.
Claiming mobility allowance
Mobility allowance is claimed by using an application form available from Department of Social Security offices, post offices, and some health centres or doctors' surgeries. Given the importance of this benefit to patients with restricted mobility, it is clearly worth keeping a supply of the forms at surgeries to give to patients who might qualify. The decision making process includes a medical examination by a doctor nominated by the Department of Social Security. In cases of doubt the patient will also be examined by a medical board, usually two medical practitioners. There is then a right of appeal to a medical appeal tribunal. Although thorough medical examinations should be carried out, the importance of supporting evidence from general practitioners or consultants with detailed knowledge ofthe patient's condition cannot be overemphasised. This is particularly the case when a patient's condition varies or when he or she can walk but only with discomfort. The adjudicating medical authorities are required to take account of all available evidence-not just their own examinations-when making their decision.
Tax and other benefits
Mobility allowance is not taxable. It is also paid in addition to any other social security benefits and acts as a passport to the disability premium and disabled child premium paid as part of income support, housing, and community charge benefits (see article 3). Mobility allowance also enables a patient to buy or lease a specially adapted car from Motability-a voluntary organisation backed by the Department of Social Security. Further details can be obtained from Motability, Boundary House, 91-93 Charterhouse Street, London ECIM 6BT.
ANY QUESTIONS
The recommended schedule for antitetanus immunisation consists of three doses in infancy, one at preschool entry, and one on leaving school. Doctors are sometimes requested to give an antitetanus booster injection to children between S and 13 before such events as school camps and foreign holidays. Is there any rationale for this?
Tetanus is one of the most effective vaccines in use, perhaps second only to yellow fever. There is now ample evidence to show that after the basic course, as given in the preschool period, immunity lasts for at least 10 years and in most people longer.' Not only this, but too frequent doses of tetanus vaccine have been associated with severe local reactions.2 The only circumstances when it may be appropriate to administer a dose of vaccine less than 10 years after immunity has been established would be in the presence of a wound at especially high risk-for example, contamination with stable manure.3 In children who are fully up to date with their vaccinations there is no reason to give extra doses of tetanus toxoid when they go on school camps and foreign holidays. -DAVID ELLIMAN,consultant in community child health, London
